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THE HEALTH VISITOR IN A GENERAL 
PRACTICE 


BY 
R. J. F. H. PINSENT, M.A., M.D. 
L, A. PIKE, M.B., B.S., D.Obst.R.C.0.G. 
R. H. MORGAN, M.B., B.Chir. 


General Practitioners 
AND 


JOAN M. MANSELL, S.R.N., C.M.B., H.V.Cert. 


Health Visitor, Public Health Department, 
City of Birmingham 


The study descrited below was conducted in order to 
assess the extent to which social factors amenable to 
influence by a health visitor operated in a three-doctor 
partnership practice of approximately 8,500 persons. 
The practice is situated in an industrial area containing 
much standard housing and a mixed population, 
including many in social classes III and IV. Each 
partner lives at his practice premises and has his own 
list, but interchange of surgery sessions allows each 
doctor to become familiar with patients on the lists 
of the others. Frequent personal contact gives as much 
cohesion as can be achieved in a dispersed practice. 
Though parts of a homogeneous partnership, the “lists” 
related to each of the doctors will, for convenience of 
description, be regarded as separate “ practices.” 

In the practice of one partner health visitors from 
neighbouring welfare centres had taken part in well- 
baby sessions, and a happy and friendly relationship 
existed between the three doctors and the local 
authority. It was on this basis that a study of the 
deployment of a health visitor in relation to a general 
practice was planned. As it was hoped to reduce some 
of the many variables to measurable terms, the help 
of the central statistical department of the local 
authority was invited at an early stage in planning. 
A plan was prepared and submitted to the medical 
officer of health for the city. The implementation of this 
plan has been smooth and all concerned have benefited 
from the exercise. 


Method 


The first stage of the study was an attempt by 
the three practitioners to estimate the frequency of 
occurrence in their practices of problems with a clear 


social component, and to relate them to the clinical 
diagnosis (if any) made on the occasion on which the 
problem presented. A form was used on which, at 
each item of service, each doctor notes the name, age, 
sex of the patient, the diagnosis, and two further points, 
neither of which was easy to define or to estimate. The 
first was the “ health visitor ” rating of the consultation, 
the second the “social environment” rating; these 
ratings are considered in detail below. 


The health visitor rating was an arbitrary value 
awarded by the doctor on each occasion a consultation 
or visit took place. At first three degrees of applic- 
ability of the health visitor’s skill to the problem in 
hand were considered, and given ratings: 0=H.V.’s 
skill of “no value” in the particular circumstances ; 
1=H.V.’s skill of “some value” in the particular 


- circumstances ; 2=H.V.’s skill of “‘ considerable value ” 


in the particular circumstances. 


Naturally an “0” rating was that most frequently 
given to items of service of a predominantly clinical 
nature. The same grading of items of service from 
“no value” through “some value” to “ considerable 
value” was used by the health visitor who was later 
seconded for duty in the practice. The “ social environ- 
ment rating” was based on a scale of two gradations: 
0=social environment not an influencing factor; and 
+=social environment of some influence. 


By matching these ratings against diagnoses recorded 
by the doctors it was hoped to form a rough estimate 
of the extent and nature of the demand for support 
from a health visitor, and also of the degree of variation 
between the assessments and performance of the three 
doctors. It was expected that differences in interpre- 
tation of social circumstances would occur based on 
differences in the practitioners’ training and outlook, 
and on those indefinable qualities which make one 
man’s practice differ from that of his neighbour. The 
ratings were, however, hard to apply with consistent 
accuracy since an appreciable thought process was 
added to each item of service. 

Preliminary trials of the use of ratings were made 
by the three doctors, in relation to morbidity records 
maintained by each for a period of nine months. 
Experience showed that a two-category rating was most 
practicable for use by the doctors, both for estimation 
of “health visitor value” and for social environment. 
When the health visitor began her classification within 
these terms, rating by the doctors was discontinued. 
(The health visitor used the full three-stage rating in 
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making her assessments.) Only broad conclusions can 
be drawn from the analysis made during the trial. 
Differences in diagnostic habit and terminology were, 
however, observable, as were differences in the 
characteristics of the practices. 


After this preliminary survey of differences in range 
of work and practice between the three doctors a full- 
time experienced health visitor was introduced to the 
practice. She was relieved of all other duties by the 
medical officer of health and seconded to work whole- 
time within the combined practice. She had her own 
car for use in her work. From the date of her appoint- 
ment the health visitor was brought fully into the 
planning of the future course of the study. 


As the health visitor had had no experience of work 
under conditions of general practice her introduction 
was gradual. She “sat in” on morning and evening 
surgeries with each of the doctors and accompanied 
them on their rounds, discussing problems as they arose 
and establishing herself in the eyes of the patients as a 
member of the practice team. She attended well-baby 
clinics held by two of the doctors. As her familiarity 
with the practices increased she began to build up a 
case-load of her own in two ways, which are discussed 
in some detail since they were the subject of separate 
analysis later. 


Some of the patients referred to the health visitor 
presented with a clinical condition and an accompanying 
social component. These might have been met with in 
surgery or on a home visit, and patients referred to her 
by the doctors in this way were, throughout the study, 
regarded as “ introduced cases.” The health visitor was 
here introduced by the doctor to what he considered 
to be a social situation which her skill might ameliorate 
during the course of and subsequent to tie treatment 
of the illness by the doctor. 


At the same time a group of patients from one of 
the practices was selected from the age-sex register 
maintained in the practice, consisting of all male persons 
on the doctor’s list over the age of 70. The health 
visitor was given a list of names and addresses and asked 
to call upon these people and make her own assessment 
of their social circumstances, noting especially any 
preventable aspect which might lead to impairment of 
health. Throughout the study these patients, drawn 
from the doctor’s medical list, were regarded as “list 
cases.” Records were maintained separately for patients 
in the two groups. 

The health visitor’s own “list” soon increased, and 
was fed by her daily contacts with each of the three 
doctors either in person or by telephone, and as it did 
so the first dividend of her work became apparent: 
a feedback of information to the doctors concerning 
the social background of the sick person under treat- 
ment, more extensive and accurate in quality than the 
doctor would have otherwise acquired. Much of the 
social background to illness is known to the family 
doctor in broad terms, but the work of the health visitor 
soon showed that valuable precision could be given 
to this knowledge. 


As the health visitor gained confidence in assessing 
the problems of the practice she soon found herself 
able to suggest courses of action to the doctors which 
might or might not have occurred to them. Even con- 
siderable experience of general practice may not bring 
full awareness of the extent of the resources which may 


be called upon when illness strikes the home. This 
extension of the ability of the doctor to aid his patient, 
together with a better selection by both doctor and 
health visitor of problems amenable to her care, was 
observed from the earliest weeks of the health visitor's 
work in the practice. Her development into an active 
and valuable member of the practice is discussed below. 


The Health Visitor’s Function 


An attempt was made to evaluate the work of the 
health visitor in the practice in both general and specific 
terms. The situations in which she found herself 
involved from the start were human ones, affecting 
minds and bodies, and as such were not readily 
amenable to statistical analysis. The greater part of her 
work and of her benefit to the patients of the practice 
could not be interpreted numerically. An attempt was 
made, however, to select certain aspects of her work 
and reduce them to statistical “ units.” The resulting 
tabulations may give a better indication of the range 
of the health visitor’s use and usefulness than can be 
conveyed by descriptive narrative alone. 


After her introduction to the practice the health 
visitor spent progressively less time in the doctors’ 
surgeries and more time working alone. Finally a time- 
table was worked out including attendances at three 
surgeries and two well-baby clinics a week. The 
remainder of the week was spent on visiting and the 
clerical work arising from the visits. The time-table 
was necessarily flexible and each doctor was spoken to 
by telephone every day. Home visits in the late evening 
might be necessary for a patient at work all day or to 
see the relatives of a patient under care. The health 
visitor soon found that in general practice there can 
be no strict time-keeping, and the pattern of her work 
soon came to resemble that of the doctors. 


It was hoped that the health visitor would be able 
to play all the parts in her traditional repertory and 
that she would give lectures to mothers at the practice 
antenatal clinics. This, together with much else for 
which she was formally trained, was omitted from her 
work for lack of time. She took part, however, in the 
annual series of lectures given to patients in the practice. 


The health visitor’s‘time was less occupied with the 
problems of the infant than usual, for the routine 
visiting of the 14-day-old babies was left to the health 
visitor based on clinics in the area. In one of the 
practices the average attendance at the weekly well- 
baby clinic is 20, and to have followed up these babies 
routinely would have diminished the value of her 
experimental deployment elsewhere in the practice. 

Collaboration was maintained with the health visitors 
based on the two local clinics and with a wide range 
of medico-social and social workers, from the Ministry 
of Labour resettlement officer to the mother superior 
of a local convent. Contact was made with patients 
of all ages, thus broadening the field of the health 
visitor’s interest in her work and testing her capacity 
to the full. In traditional health-visiting the visitor 
rarely meets the childless couple, the bachelor and 
spinster, and the elderly of both sexes, and her approach 
to these patients was made much easier by her associa- 
tion with the doctors of the practice. 

The well-baby clinics held in the practice provided 
some traditional opportunities for the health visitor, 
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but much of her time was devoted to the elderly, most of 
whom were ill or lonely, or both. In the “ introduced ” 
cases, Where illness provided the point of introduction, 
contacts were made with the district nurse and arrange- 
ments put in hand for home helps and night watchers. 
Physical aids such as a fireguard, elbow crutches, or 
clothing from a charitable organization were found as 
needed. Administrative activities beyond the capacity 
of patients or their relations, such as arranging for con- 
valescence or a supplementary allowance from the 
Ministry of National Insurance, were undertaken on 
their behalf. On many visits the health visitor was able 
to observe domestic circumstances which could lead to 
social breakdown even before this had occurred, and, 
after discussion with the doctors, sometimes suggested 
simple preventive measures. 


Illustrative Case Reports 


Four case histories are described in the words of the 
health visitor’s own report. 


1. Elderly couple-—Husband cardiac failure; wife reason- 
ably well but quite unable to manage husband’s ill-health 
owing to inability to climb stairs frequently and to low-grade 
mentality. The health visitor was taken into the home by 
the doctor. It was evident that the home had been neglected 
for some time, as was also personal cleanliness. A district 
nurse was asked to give nursing care; the public health 
inspector was asked to deal with the infestation of the 
property, furnishings, etc. Inquiries revealed there were 
several children, all married, living near by. The doctor 
and the health visitor tackled some of these concerning the 
state of their parents and the pressing need for practical 
help. This was forthcoming ; redecoration was in progress 
when the old man died, and has continued since. The 
elderly widow has been recommended for a local old 
people’s day centre; the W.V.S. has been helping with 
clothing and social activities. The health visitor continues 
to visit periodically, acting as a link between this house- 
bound patient and her doctor, and possibly as a stimulus 
to the relatives to carry on with their good works. 

2. Couple in their late thirties, five children—The health 
visitor was introduced to this family by the doctor during 
a visit to see a woman who had a cut eye and back injury 
inflicted by the “husband.” During a subsequent visit the 
“ wife” told the health visitor that she was not married to 
this man, although four of their five children were his—this 
being attributed to the fact that he was already married, 
and, although a non-practising Catholic, used his religion 
as an excuse for not obtaining a divorce. The health visitor 
called to see the man and the woman together on two 
occasions to hear both partners’ grievances. Some advice 
was given, although the man was aggressive and the health 
visitor did not feel that she had made any impression. 
However, contact has been maintained with the family, and 
seemingly the domestic scene has improved; no further 
brawls have occurred in front of the children, and the 
husband has found a better job and kept it. The interesting 
feature of this case is that, prior to the health visitor’s visit 
to this family, the wife was a frequent visitor to the surgery 
on some minor pretext or other, either for herself or one 
of the children. These consultations have almost ceased for 
four to five months, and the impression given is that the 
domestic situation was giving rise to an anxiety state 
necessitating frequent visits to the doctor, who had been 
quite unaware of their source. 

3. Elderly widow living alone——A sufferer from Paget’s 
disease, this patient had periodic attacks of cardiac failure 
and bronchitis. The health visitor had already visited the 


old lady when the doctor was called in for one of these 
attacks of bronchitis; the health visitor visited with him. 


It was not felt that admission to hospital was necessary, 
nevertheless it was not thought wise for the patient to be 
alone at night. Her only surviving daughter lived some 
distance away and neighbours were not available, so a 
night watcher was applied for to stay a few nights, or until 
the illness was over. The patient was very relieved not to 
be sent into hospital and the doctor likewise that she was 
not to be alone at night while not able to look after herself. 
There was some consternation when the bill for the services 
of the watcher was received; however, the health visitor 
made inquiries in the appropriate department of the local 
authority, pointing out that the old lady was not able to 
pay even the small amount involved. A few days later the 
health visitor was able to reassure the patient that she would 
not have to pay and so relieved this further anxiety. 

4. Primipara with feeding problems.—The doctor knew 
this patient during her antenatal days, and, realizing that 
she was not over-intelligent, but nevertheless over-anxious, 
had anticipated the need for the services of the health 
visitor as soon as the mother and baby came home. When 
the health visitor first visited this patient she was in 
possession of these facts, related to her by the doctor— 
an advantage rarely enjoyed in the child welfare service, 
particularly with the mother of a first baby. This instance 
of co-operation between the doctor and the health visitor 
saved a young mother many anxieties about her infant— 
a Situation that has been repeated several times with other 
young mothers with differing circumstances, but each 
benefiting from the firm basis of doctor/health visitor 
team work. 


Visits were made, as a special exercise, to all the 
elderly men on the practice list of one of the doctors. 
Here the object was ascertainment of need before an 
occasion had arisen for a consultation at surgery. No 
objection was made by any of those visited, though 
some might have demurred, making objection on the 
ground that they had not asked for medical advice. 
In fact, the health visitor was made welcome and her 


- inquiries were willingly answered. 


Statistical Evaluation 


As many of the variables as possible were reduced 
to mathematical terms, but difficulties were met with 
which invalidated some of the anticipated analyses. 
Recording varied in method and consistency between 
the three doctors in an unexpected way, as it did by 
the same doctor at different times. The health visitor 
was able to record more consistently, and the main 
analysis is of her work over a period of eight months. 

An analysis of her assessment of the relative value of 
visits recommended by the three practitioners between 
September, 1959, and May, 1960, has been made. This 
is based on a total of 603 visits, made to 313 patients. 
The majority of these patients had recently consulted 
or been visited by one of the three practice doctors. 
The remainder were included on a list of old people 
registered with the doctors. 

Patients visited by the health visitor have been divided 
into four main categories: (1) “ Introduced” case— 
that is, a case recommended after a doctor’s consultation 
or Visit ; visit of use. (2) “ Introduced ” case ; visit not 
of use. (3) “ List’ case—that is, name obtained from 
the old people’s register ; visit of use. (4) “ List” case ; 
visit not of use. 

The usefulness or otherwise of the health visitor's 
attendance was based on the subjective impression 
recorded by the health visitor herself. It was in part 
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a measure of the effectiveness of case-selection by the 
practitioners, and in part also a measure of the value 
of her training to meet the situations with which she 
was confronted. 


Within these four categories, the following informa- 
tion has been recorded: 


Sex. 

Under 1 year. 

1-14 years. 

Age-group : 15-59 years. 

60+ years. 
First or subsequent visit. 

{ None. 

Value of health visitor’s work : Some. 


| Considerable. 


Of no significance in relation to 
disease, 


Social environment : | Of significance in relation to 


disease. 


Results 


The number of visited patients in each age-group 
and of either sex is given in Table I. The number in 
each disease category, with the percentage contribution 
to the total, is given in Table II, together with the 
corresponding distribution of subsequent visits with 
regard to disease groups. It should be noted that the 
““symptoms and senility” group contains a high pro- 
portion of cases with what might be termed “ domestic 
upset.” 


Table III analyses the subsequent visits by age and 
disease group, and shows that while neuroses, diseases 
of the nervous system, pregnancy, and “ indefinite ” 
disease account for the majority,of subsequent visits to 
patients aged 15-59, diseases of the nervous system, 
circulatory system, musculo-skeletal system, and senility 
mainly account for those paid to patients aged 60 and 
older. 


Conclusions 


The health visitor, when employed in the manner 
adopted in this survey, is of greatest value for patients 
suffering from diseases in the following diagnostic 
groups: (a) nervous system, (b) neuroses, (c) pregnancy, 
(d) musculo-skeletal system, and (e) senility. 

While environmental conditions are a factor in 
disease causation, frequency of visits by the health 
visitor is greatest for the following patients: (1) adults 
(over 15 years of age); and (2) those suffering from 
diseases in the following disease groups: (a) nervous 
system, (b) heart, (c) musculo-skeletal system, 
(d) “ indefinite,” and (e) senility. 

Repeated visits were more often required by the 
elderly patients of both sexes, particularly those 
suffering from disorders of the nervous, circulatory, and 
locomotor systems. These conditions, together with 
disease of the respiratory tract, comprise much of the 
case-load shared by both the health visitor and the 
district nurse. There seemed a clear indication here 
for the co-ordination of the activities of both these 
workers by the general practitioners. 

The health visitor’s functions in the practice fell 
naturally into three groups: the discovery of a (? social) 
problem; the diagnosis of its nature and cause; and 
application of the correct social therapy. The work of 
the health visitor was of undoubted value to the practice 
in the discovery of social factors influencing the cause 
of disease, of which the doctors were insufficiently 


aware, and she was able to suggest and apply on her 
own initiative the appropriate therapy from the 
resources of the local authority and voluntary agencies. 
Her ability to call on social resources to meet medico- 


TaBLeE I.—Age-group and Sex of All Patients Visited by Health 


Visitor 
Age-Group in Years 
Sex Total 
Under1 | 1-14 15-59 60+ 
Male .. oe 7 5 19 82 113 
Female. . = 7 13 77 103 200 
Total .. 14 18 96 185 313 


TaB_B II.—Distribution of First and Subsequent Visits in Disease 


roups 
First Visit Subsequent Visit 
Disease Group 
No. % No. % 
Communicable diseases es ee 3 1-0 4 1-4 
Neoplasms... 12 3-9 19 6-6 
Allergies, endocrine, etc. |. ia 12 3-9 12 42 
Diseases of blood a a 0-6 1 0:3 
Mental, psychoneurotic, etc... od 39 12-5 21 72 
iseases of nervous system: 
Central and 23 7-4 34 11-7 
Eyes .. 1-9 3 1-0 
Diseases of circulation * 31 9-9 53 18-3 
Diseases of respiratory system: ha- 
ryngitis, coryza, sinusitis, 1 0-3 
Influenza, pneumonia 7 1 0-3 3 1-0 
Bronchitis and other . a ra 17 5-4 14 48 
Diseases of digestive system ae 6 1-9 6 21 
Diseases of genito-urinary system 3 1-0 — ae 
Pregnancy 25 8-0 19 66 
Diseases of skin and cellular tissue .. 1-6 2 0-7 
Diseases of bones and muscle ne 21 6-7 28 9-7 
Congenital malformations ois 1 0-3 1 0-3 
Diseases of early infancy .. an 6 1-9 2 0-7 
Symptoms, etc.: 
Senility 58 18-5 28 9-7 
Other : 30 9-6 25 8-6 
Accidents, etc. : 
Sprains “and strains 2 0-6 
Other 6 1-9 13 45 
Prophylactic 2 0-6 1 0-3 
Administrative 1 0-3 0-3 
Total .. 313 100-0 290 100-0 


Figures for subsequent visits include repeated visits to same patient. 


TaBLe III.—Number of Subsequent Visits to Patients in Each Age 
and Disease Group 


Age-Group in Years 
Under1| 1-14 15-59 60+ 


Disease Group 


Communicable diseases 

Neoplasms 

Allergies, ete. 

Diseases of blood 

Mental, psychoneurotic, etc.. 

Anxiety state, etc. 

Diseases of nervous system: 
Central and ae 
Eyes .. 


| 


Ears . 
Diseases of circulation 
Diseases of respiratory system: sinus- 
itis, coryza, pharyngitis, tonsillitis 
Influenza, pneumonia 
Bronchitis and other .. i 
Diseases of digestive system . a 
Diseases of genito-urinary system es 
Pregnancy 
Diseases of skin and cellular tissue . 
Diseases of bones and muscle 
Congenital malformations 
Diseases of early infancy 
etc.: 
— ity 


$| N 
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wl | 


Sul 


wlll 
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etc.: 
Sprains and strains 
Other 
Prophylactic 
Administrative 


- 


Total 


a 


Figures include repeated visits to same patient. 
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social needs far exceeded that of the doctors, whose 
preoccupation was with the medical component of the 
situation. 


It was, however, in the discovery of the abnormal 
home circumstances which might, if attended to, prevent 
illness that the health visitor was able to bring primary 
prevention into general practice. This trouble-finding 
was exemplified by her work among the “ list ” patients 
of one of the practices. In this practice visits were paid 
to all the men aged 70 and over, as a specially vulnerable 
group. 57 visits were made and 43 patients interviewed. 
Of these, only 18 (40%) provided no problem relevant 
to the work of the health visitor. In 10 (24%) cases 
a problem was foreseen, and in a further 15 (36%) 
immediate benefit followed her action. These figures 
suggest a need for health-visitor care among old people 
which may be insufficiently appreciated at present. 

An estimate of the extent to which these needs of 
old people are met was made from a list of 62 old 
persons, of both sexes, drawn from the three practices. 
This list was made early in the study, and after visiting 
the patients the health visitor recorded her estimate of 
their need. No health-visitor problem was apparent 
in 10 (17%) cases; some problem was foreseen in 19 
(30%), while immediate benefit was brought to 33 (53%) 
by her visit. Of these old persons no more than six 
were already known to the local authority as presenting 
a medico-social problem. 


Discussion 
With the increasing realization that it is sound sense 
to support and develop the preventive resources inherent 
in general medical practice, medical officers of health 
are increasingly experimenting with the deployment of 
health visitors on a practice basis. Chalke and Fisher 


(1957) and Llywelyn Roberts (1953) have described. 


their use of the health visitor in this way. Dongray 
(1958), working with Logan’s team based on the 
Darbishire House Health Centre, has described the 
particular value of the trained social worker in resolving 
emotional and family problems, while Scott (1950, 
1956, 1959) has on many occasions demonstrated the 
need, in practice, for the kind of social help a health 
visitor can give. 

A close parallel to the present study is the work of 
Warin (1959) in Oxford. He reports “that a health 
visitor was attached full-time to a partnership of three 
family doctors. After a year’s experience it was agreed 
by all that the scheme was a success and that it should 
be continued.” 


The most recent study of the use of a health visitor 
in practice is reported by Wadham (1960); in this a 
health visitor was attached full-time to a partnership 
practice of three doctors in Winchester. Wadham 
concludes that this scheme brought real advantages to 
everyone concerned, especially the family, while the 
health visitor herself gains a very great sense of 
satisfaction in the work. 


In our own practice undoubted benefit to the patients 
followed earlier ascertainment of social problems, more 
thorough diagnosis and follow-up, as well as better use 
of the ancillary and local authority services. The 
doctors spent less time on non-clinical matters, and were 
gratified at the health visitor’s reinforcement of their 
health-teaching. The health visitor has expressed her 
own satisfaction at the worth-while nature of her work 
and soon came to feel that practitioner and health 


visitor truly complement one another, together offering 
a unique and effective medico-social service to the 
community. 


The health visitor’s unfamiliarity with the work of 
a general practitioner was a handicap at first, as, to a 
less extent, was the higher age of those among whom 
she worked. During the year she felt that she did not 
see sufficient normal trouble-free families, and that she 
could have had more casework training, on the lines 
of that of the social worker. The health visitor 
appreciated that she was to some extent a novelty in 
the practice, and during the year was mistaken for a 
number of different people, from the doctor’s wife to 
the “ woman from the church.” 


All three doctors felt that their “ use” of the health 
visitor’s skill, and their selection of cases for her care, 
improved greatly as the study went on. The health 
visitor felt particularly her lack of training in the 
management of mental disorder, and that the place for 
such training should come early in her course. This 
should be an important part of the training of every 
health visitor and not of specialized visitors only. She 
also found that the special problems of the elderly 
required methods of working which could be included 
in the future training of others. 


The preventive aspects of general practice might be 
emphasized more in the course of training for the 
H.V. Certificate, and, as well as lectures by general 
practitioners, there could be attachments to approved 
general practices for an agreed period. Whether a more 
radical revision of the course of training is yet desirable 
or practicable depends on the rate at which health 
visitors are released to work in practices. If, in 
time, the main stream of preventive health care is 
channelled through general practices there will be scope 
for a health visitor whose skill and capabilities in her 
own sphere must equal that of the practitioner with 
whom she will work in partnership. For this type of 
health worker a new “ specification’ must be drawn, 
with contributions from the district nurse, the almoner, 
the many kinds of social worker, and the probation 
officer, as well as the doctor himself. 

This study would not have been possible without the 
willing co-operation of Dr. Matthew Burn and _ his 
colleagues, and of Dr. A. J. Essex-Cater and Dr. D. F. 
Mahon, of the Public Health Department of the City of 
Birmingham. The statistical analysis was undertaken by 
Mr. A. B. Neale and Miss Kathleen Pickett, of the 
Birmingham Corporation Statistical Department. Grateful 
thanks are due to these colleagues, and to Dr. D. L. 
Crombie, Dr. K. W. Cross, and Mrs. Winifred Rollason, 
for their help in the revision of the text. 
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TRADE UNION MEMBERSHIP 


The following local authority is understood to require 
employees to be members of a trade union or other 
organization : 


Non-County Borough Councils.—Crewe. 
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RESTRICTIVE COVENANTS AND 
PARTNERSHIP AGREEMENTS 


LEGAL OPINION 


The B.M.A. recently sought counsel’s opinion on the 
validity of restrictive covenants between doctors and 
whether their validity in law had been affected by the 
prohibition in the National Health Service Acts of the 
sale and purchase of practice goodwill. The matter is 
the subject of a report to the Council by the Medical 
Director of the Association’s Medical Practices Advisory 
Bureau, Dr. L. S. Potter. 


Counsel’s Opinion 

Counsel said that two questions arose: (1) did the 
National Health Service Act operate to deprive medical 
practitioners of any proprietary interest in the goodwill 
of their practices ; and (2) was the scheme of the Act 
such as to render all covenants in restraint of trade as 
between medical practitioners contrary to public policy ? 

Question (1) had been clearly answered by the Master 
of the Rolls (Lord Evershed) in the case of Whitehill v. 
Bradford (1952, ch. 236, pp. 253-4), when he said: 


One plain intention of the Act provided by section 35 
was that doctors who participated in the scheme of the 
Act by having lists of patients in accordance with the Act 
could no longer sell their goodwill. . . . But that prohi- 
bition does not, in my judgment, have the effect of vesting 
it in the State. The goodwill remains one of the assets 
of the firm, but it is subject to the limitation that it 
cannot be sold to other people. So long as the firm 
carries on, the goodwill must necessarily remain one of 
its most valuable assets, for by goodwill in this case 
is meant, I take it, the tendency of patients whom the 
doctors have treated to continue to resort to that firm 
for further treatment. The partners’ livelihood therefore 
as doctors depends very substantially on the goodwill 
they have created and on the extent to which they are 
able to preserve it. 

Counsel was of no doubt, therefore, that a doctor still 
had a valuable proprietary interest in the goodwill of his 
practice, “ which prima facie is a suitable subject-matter 
for the protection in appropriate circumstances of a 
covenant in restraint of trade.” ; 

As to question (2), Counsel was of the opinion that 
there was nothing in the N.H.S. Act “ which in terms 
prohibits or declares unlawful covenants in restraint of 
trade as between medical practitioners,’ and he could 
see nothing in the scheme of the Act which rendered 
such covenants invalid on grounds of public policy. 


Two Sorts of Covenant 

Counsel went on to define two kinds of restrictive 
covenant. The Courts, he said, drew a distinction 
between covenants in restraint of trade (1) as between 
vendor and purchaser on the sale of a business or prac- 
tice or share therein, and (2) as between employer and 
employee in contracts of service. 

It seemed to Counsel that the only question respecting 
medical covenants in restraint of trade to which the 
National Health Service Act had given rise was whether, 
in view of the prohibition on the sale of the goodwill 
of medical practices, it was now possible to treat any 
such covenants as analogous to covenants between 
vendor and purchaser, or whether they must now all be 
treated as analogous to covenants between employer 
and employee. 

It was important, he stated, in the first place to observe 
that the distinction between these two classes of 


covenants was the degree of protection which the law 
allowed. As between vendor and purchaser, the Courts 
would uphold a restraint against competition per se ; but 
an employer had no right to restrain an employee from 
competition as such. In practice, the distinction emerged 
most clearly in the case of area restrictions. Thus, as 
between vendor and purchaser, an area restriction would 
be upheld if the area was not substantially more than 
was reasonably necessary for eliminating the dangers 
of competition by the vendor (whether he was a sole 
proprietor or an outgoing partner selling his share). 

As between employer and employee, however, the 
Court would as a rule uphold an area restriction only 
if (a) the area of restraint was substantially coterminous 
with the geographical distribution of the customers, 
clients, or patients, and (b) it was reasonable in the 
circumstances to impose an area restriction, as distinct 
from a restriction on dealing with the customers, clients, 
or patients of the business or practice. 

In the case of a small provincial town or country 
district, where there was a single medical practice carried 
on by one doctor or two or more doctors in partnership, 
and it was found that this practice was adequate to serve 
the needs of the locality, it seemed to Counsel that it 
would be reasonable for the existing practitioner(s), on 
taking an assistant, to impose an area restraint on the 
assistant after the termination of his service. 


Four Broad Groups 


Counsel classified medical covenants in restraint of 
trade into four broad groups. 


(1) the most common form of covenant appeared to be 
one whereby two or more partners mutually covenant that, 
on dissolution of the partnership by the retirement or 
expulsion of any partner, the partner retiring or expelled 
would not practise for a stated period within a stated area. 
In such a case, although there was no “sale” by the out- 
going partner of his share of the goodwill of the partnership 
practice, there was in effect a transfer of his share in the 
goodwill to the continuing partner(s). Nor was such 
transfer purely gratuitous, because the covenant was a term 
of the partnership agreement and there was “ valuable 
consideration” in the mutual promises of the partners. It 
was clear, however, from the provisions of section 35 of 
the National Health Service Act, 1946, that such “ valuable 
consideration ” did not constitute the transfer a “ sale” for 
the purposes of the Act. But that did not mean that, for 
the purposes of the law’ relating to restraint of trade, the 
covenant could not be treated as analogous to a covenant 
between vendor and purchaser. In such a case, there was 
no relationship of employer and employee between the 
partners, and they must be taken as having contracted on 
equal terms. In his opinion, the Courts would still treat 
such covenants as analogous to covenants between vendor 
and purchaser. 

(2) The second group consisted of a mutual covenant in 
a partnership agreement whereby a retiring or expelled 
partner covenanted not to solicit the patients of the con- 
tinuing partner, and also (possibly) not to accept by way of 
transfer to his list or otherwise patients who were at the 
date of dissolution on the list of or normally attended by 
the continuing partner. In Counsel’s opinion, in the case 
of a covenant in this form, it could make no material 
difference whether it was treated as analogous to a covenant 
between vendor and purchaser or to one between employer 
and employee. 

(3) A third type of covenant was that dealt with by Cross 
J. in O'Connor v. Graves-Stanwick (Chancery Division, 
June 27, 1960)—that is, a covenant by an incoming partner 
only not to practise within a given area in the event of his 
retirement or ceasing to be a partner as the result of notice 
given at any time by the other partner(s). Counsel thought 
it a moot point whether such a covenant ought in every 


ApRIL 8, 1961 


RESTRICTIVE COVENANTS AND PARTNERSHIPS 1:29 


MEDICAL JOURNAL 


case to be treated as analogous to a covenant between 
master and servant. He thought the question must depend 
on the facts of each particular case; but on the facts in 
O’Connor v. Graves-Stanwick, he considered that the learned 
judge was probably right in treating the covenant by the 
defendant in that case as analogous to a covenant between 
employer and employee. 

(4) Finally, there was the type of covenant entered into 
by a junior partner during the period prior to the date at 
which he reached parity with his co-partner(s) as regards 
the sharing of profits. It was not unusual, Counsel gathered, 
for a junior partner in such a position to be liable to be 
given notice by his co-partner(s) terminating the partnership 
as regards him, so that his position was somewhat analogous 
to that of the defendant in the case of O’Connor v. Graves- 
Stanwick. He thought it was doubtful how the Court would 
treat such a covenant, but it was certainly possible that it 
would be treated as analogous to that between employer 
and employee. It was very difficult to express a definite 
opinion on the point otherwise than in relation to the facts 
of a particular case. 


Partnership Agreements 


Commenting on restrictive covenants from _ the 
experience of the B.M.A.’s Medical Practices Advisory 
Bureau, Dr. L. S. Potter states in his report that, in 
general, restrictive covenants in partnership agreements 
of limited duration are unsatisfactory in that they 
decrease the security of both partners. Even when there 
is no restrictive covenant a junior partner may be at a 
disadvantage, and when a restrictive covenant applies 
only to the junior partner he has no security at all. In 
most cases a new agreement is negotiated on the termi- 
nation of one of limited duration, but when this is 
impracticable both parties should have equal rights and 
there should be no restriction. 

Another disadvantage that Dr. Potter sees in a partner- 
ship limited to a term of years is that, in anticipation of 
the termination of the agreement, the partners may 
compete with one another for patients, thus under- 
mining at an early stage the harmony of the partnership. 
Once a partnership is formed, the patients should be 
regarded as the patients of the firm irrespective of which 
partner’s list they are on. 


Area of Restriction 

For many years certain rough-and-ready rules, 
established by custom, have been used for deciding the 
area of restriction—for example, two miles in a thickly 
populated urban area, five miles in a mixed area, and 
ten or more miles in a scattered rural area. Dr. Potter 
thinks it is dangerous to follow these precedents and 
that the area should be determined in accordance with 
the circumstances of the practice, whatever the type of 
area. It must not be wider than is reasonably neces- 
sary. If a covenant is challenged the court would 
examine each case on its merits. 

Dr. Potter refers to the suggestion that restrictive 
covenants in agreements between principal and assistant 
should be of the “ customer or client type ” as distinct 
from area restrictions. An area restriction has been 
said to impose an unfair limitation on the assistant’s 
prospects of establishing himself in the area of his 
choice. Dr. Potter thinks this can hardly be an impor- 
tant consideration at present when any doctor seeking an 
assistantship has a wide choice of area. If he wishes 
eventually to establish himself in a particular area he 
would be unwise to accept any appointment which 
imposed an area restriction upon him. Provided the 
area of restriction is reasonable it should be as accept- 


able in a temporary association between colleagues as 
it is in a permanent association such as a partnership. 
The customer or client type of covenant cannot give 
adequate protection to the goodwill of a practice because 
once an assistant has been introduced into an area it 
is almost impossible for him to give effect to his under- 
taking that he will not accept any patients of his former 
colleague. In the case of O’Connor v. Graves-Stanwick, 
Mr. Justice Cross said in his judgment: “ There is no 
doubt that, generally speaking, an assistant to a doctor 
is in such a position of confidence and such a position to 
know the names of the doctor’s clients that an area 
restriction can reasonably be imposed which is binding 
on him when the employment ends.” 

Nevertheless, with co-operation on both sides, Dr. 
Potter thinks that the customer or client type of 
restriction can give reasonable safeguards. 


Ethics 

Finally, Dr. Potter stresses that it is contrary to the 
ethical traditions of the profession for a doctor to set up 
in practice in an area in which he has been a partner, 
assistant, or locum, except with the express consent in 
writing of the practitioner with whom he was associated. 
Even when there is no written agreement to this effect, 
it is still unethical for a doctor to exploit the introduc- 
tion he has received to the patients of a colleague. The 
fact that a restrictive covenant has been set aside and is 
no longer legally binding does not alter the position. 

The arrangements for appointing general practitioners 
under the National Health Service do not absolve a 
doctor from his ethical obligations nor can he be 
“ required ” under a voluntary contract with the execu- 
tive council to break a legal agreement. Regulations 
cannot be regarded as superseding the requirement of 
the professional code or be an excuse to act in contra- 


“vention of the ethical tradition. Even in those rare 


instances where an assistant or a junior partner considers 
that he has been unfairly treated and is, therefore, 
justified in seeking legal sanction for a breach of his 
bond, he should not take any steps before seeking the 
advice of a senior colleague or of his professional 
association or defence society. 


SCIENCE AND THE FUTURE OF BRITAIN 
LABOUR PARTY’S PAMPHLET 


The Labour Party recently published a pamphlet* which 
outlines plans for the co-ordination of the nation’s 
scientific activities. It sets out ideas from which it is 
hoped future policy may be drawn, but it is emphasized 
that it is not a statement of official party policy. Under 
nine separate headings it deals with subjects ranging 
from elementary scientific education programmes to the 
development of fundamental research in physical and 
biological sciences. One section is on health and 
medical services. 
Medical Services 


Pointing out that the emphasis should nowadays be 
on preventive medicine, the pamphlet recommends that 
the number of health centres should be increased. An 
occupational health service, it states, should also be 
established in industries carrying a high morbidity. 
About 10% of lost working time is due to bronchitis, 
which the N.H.S. is geared to treat rather than prevent. 


*Science and the Future of Britain. The Labour Party, Trans- 
port-House, London S.W.1. Price 2s. 
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In the case of lung cancer and industrial dust disease 
the situation is similar. The authorities, therefore, 
should be swift and fearless in translating research into 
action and the Ministry of Health should organize an 
impartial inquiry into the cause and effects of the 
tobacco habit. This should be followed by a nation- 
wide fact-teaching campaign. 

Other proposals in the pamphlet are that the Minister 
of Health should become a major Government appoint- 
ment and the Ministry itself greatly strengthened and 
made responsible for the occupational health service, 
National Insurance, and the welfare services of the 
whole community. The principal medical officer of the 
new Ministry should be equal in rank to the chief 
administrative officer. Research units should be 
set up to examine the workings of the medical 
services. At present too much responsibility for the 
care of old people is faced by hospitals. Hospital build- 
ing has been sadly neglected, and during the last decade 
less money has been spent for this purpose than has been 
the case since 1870. 

The activities of the M.R.C. should be enlarged and 
it should be possible for personnel to transfer from 
research to clinical appointments. Research hospitals 
should be built and M.R.C. units linked to these 
hospitals. The University Grants Committee should 
encourage research in preventive medicine, and workers 
in this field, public health experts, and epidemiologists 
should play a greater part in teaching. 

It is also suggested that about 1,200 extra psychiatrists 
are needed to meet immediate demands, and that their 
work should be supplemented by the formation of 
research units in psychiatry, which should approach their 
task with “the humility appropriate to the empiricism 
of the science.” 

The pamphlet then asserts that any drug or 
preparation which is made prescribable under the 
N.H.S. should be approved by a therapeutic products 
council and also that an associated therapeutic research 
council should stimulate and co-ordinate pharmaceutical 
research. The belief that there is a strong case for 
some form of public ownership of the pharmaceutical 
industry is recorded. 


Medicine and Mankind 


The part that. Britain should play in world develop- 
ment is also emphasized and special regard is given to 
the aspects of this problem directly relating to medicine. 

“An international service cadre of doctors, nurses, 
and medical auxiliaries should be established within the 
N.H.S. They would work in the Colonies, in other 
Commonwealth countries, or for the U.N. agencies when 
the opportunity arose. Overseas postings should be 
preceded by adequate training and should not interfere 
with pension rights or promotion.” 

It is also pointed out that there should be exchanges 
of posts between major hospitals in Britain and in the 
underdeveloped countries and that Britain should help 
to provide teaching staff for students in these areas. 

Finally, the pamphlet states that the sociological 
problem associated with scientific advancements should 
receive attention. For this purpose a social science 
research council is needed. This council would 
“stimulate, finance and co-ordinate basic and applied 
social research.” It notes that at the moment more 
money is spent on fundamental research in physical 
sciences than in biological. Hence, the pamphlet con- 


tends, “we have had tremendous military and industrial 
advances in a world inflicted with starvation and 
cancer.” The balance between these two scientific fields 
should be redressed. The Minister of Science should 
become a senior Cabinet Minister “ of sufficient stand- 


ing to carry weight in political and economic 
discussions.” 


OCCUPATIONAL HEALTH COMMITTEE 


A meeting of the Occupational Health Committee was 
held at B.M.A. House on March 22, with Dr. H. 
ALEXANDER in the chair. 


Negotiating Machinery 
It was reported that the National Dock Labour 
Board had confirmed that it agreed that the Association 
was the proper body to represent the Board’s doctors 
and that matters concerning the medical staff should in 
future be discussed with the Association. 


Conference of Advisory Councils on Occupational 
Health 


On the motion of Dr. J. A. L. VAUGHAN Jones, the 
Committee agreed to invite observers from Divisions 
interested in setting up councils to the Annual Con- 
ference of Advisory Councils on Occupational Health. 


Remuneration and Terms of Service 


The Committee agreed to recommend to the Council 
and the Representative Body that the Association’s 
statement on the remuneration and terms of service for 
industrial medical officers, as approved by the Repre- 
sentative Body in 1958 and amended by the Council in 
June, 1960, be amended as follows: Under “ Qualifica- 
tions” and after “Fellowship of one of the Royal 
Colleges of Surgeons” the words “ Fellowship of the 
Royal Faculty of Physicians and Surgeons of Glasgow.” 
Also, under the heading “ Remuneration” add _ the 
following paragraph: 


In recommending the salary ranges set out below, the 
Association has had regard to the levels of remuneration 
in other branches of the medical profession, as recom- 
mended by the Royal Commission on Doctors’ and 
Dentists’ Remuneration. 


It was further agreed that if the recomendations were 
adopted, the words “as revised in the light of the 
Report of the Royal Commission on Doctors’ and 
Dentists’ Remuneration, 1960, and approved by the 
Representative Body, 1961,” should be substituted for 
“as approved by the Representative Body, 1958, and 
amended by the Council in June, 1960,” in the heading 
of the statement. 


Sickness in Industry 


The Committee had before it details of a special 
inquiry to be made by the Ministry of Pensions and 
National Insurance, in consultation with other Govern- 
ment departments and official bodies, into the causes 
and extent of sickness among employees of Great 
Britain, analysed by occupation and locality. 

The inquiry would be based on claims for sickness 
benefit during the year beginning June 5, 1961, among 
a representative sample of 5% of employed men and 
2.5% of insured employed women, covering in all 
800,000 employees. Employers would be invited to 
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co-operate by answering a two-question inquiry form 
about their employees i in the sample. The inquiry forms 
would be issued in June by local Pensions and National 
Insurance offices. The Ministry of Pensions and 
National Insurance would analyse the sickness records 
of these people for the year starting June 5, 1961, in 
order to compare the incidence and duration of the 
commoner diseases in different occupations and areas 
of residence. 

The Minister hoped that the inquiry would provide 
research workers with a picture of the distribution of 
illness in the working community which would indicate 
those groups of people which most merited further 
study to determine the causes of such illnesses as 
bronchitis, psychoneurosis and psychosis, and rheuma- 
tism and arthritis, to which more than one-quarter of 
all incapacity for work recorded for sickness benefit 
was attributed by doctors providing medical certificates. 

The Committee was informed that the General 
Medical Services Committee had been asked for its 
views. 


Undergraduate Education in Occupational Health 


The CHAIRMAN reported that a letter had been received 
from the Trades Union Congress indicating that the 


. report on undergraduate education in occupational 


health,- submitted to the T.U.C. by the Committee for 
comment, had been considered by the Social Insurance 
and Industrial Welfare Committee of that organization, 
which strongly endorsed the importance of developing 
occupational health training and expressed appreciation 
of the Association’s concern in the matter. 

In that connexion, Dr. J. A. L. VauGHAN JoNES 
referred to the great loss sustained by the Training 
Subcommittee by the untimely death of Dr. Gordon 
Evans. 


Health, Welfare, and Safety in Business Premises 


Dr. J. B. WraTHALL Rowe presented the report 
of the Joint Subcommittee of the Occupational Health 
and Public Health Committees which was set up to 
consider the memorandum from the Ministry of Labour 
on the proposed legislation on health, welfare, and 
safety in shops, offices, and railway premises. 

The Subcommittee recommended that the Association 
should welcome the proposal to introduce legislation 
of that nature, but had comments to make on certain 
paragraphs of the memorandum. For instance, the 
Subcommittee suggested that sanitary conveniences 
provided for employees, particularly in catering estab- 
lishments, should be reserved as such and not made 
available for use by the public. Also, staff should not 
be required to use public conveniences. Further, Dr. 
Wrathall Rowe pointed out that water-closets provided 
should be in accordance with the specifications approved 
by the British Standards Institution. At the same time, 
it was suggested that in making regulations the Minister 
should bear in mind the desirability of washing facilities 
being in close proximity to sanitary conveniences so as 
to encourage their use. 

On the question of ventilation and temperature, it 
was suggested that the use of the term “fresh air” 
might be reconsidered in view of the increasing use of 
air-conditioning, and it was considered that a tempera- 
ture of 65° F. should be substituted for 60° F. so far 
as offices were concerned. 

A further suggestion made by the Subcommittee 
concerned accommodation for clothing—namely, that 


suitable accommodation for clothing should include 
facilities for drying clothes when necessary. 

The Committee adopted the report for submission 
to Council. 


Limitation of Actions in Cases of Personal Injury 


It was noted that the Medico-Legal Subcommittee 
of the Central Consultants and Specialists Committee 
had been asked to prepare evidence in connexion with 
the limitation of actions in cases of personal injury for 
submission to a committee appointed by the Lord 
Chancellor and Secretary of State for Scotland. The 
Subcommittee had also been asked to collate any 
information and comments which other interested 
committees might have to offer. The Committee set 
up by the Lord Chancellor and the Secretary of State 
for Scotland had the task of examining the effect of 
the present statutory three-year period of limitation of 
actions for personal injuries where the injury or disease 
giving rise to the claim had taken a long time to become 
apparent. 

The Occupational Health Commins accepted the 
invitation to supply information, but pointed out that 
it would deal with the industrial medical health aspect. 
It drew attention to the fact that other groups were 
involved, such as the Dermatologists and Radiologists 
Groups. 

A small subcommittee comprising Drs. J. RoGan, 
F. H. Tyrer, L. G. Norman, and the CHAIRMAN, with 
power to co-opt, was appointed to consider the matter. 


REFUND OF PRESCRIPTION CHARGES 
The National Assistance Board is sending to Citizens’ 


. Advice Bureaux and other advisory services a leaflet 


(A.L.19) setting out the circumstances which the Board 
takes into account in allowing refunds on prescription 
charges. These leaflets may be obtained from executive 
councils. 

Three classes of patients are entitled to a refund: 


(a) a war disablement pensioner getting medicines, etc., 
for his personal use in the treatment of an accepted war 
disability ; 

(b) anyone already getting a supplement to a pension 
or other weekly grant from the National Assistance 
Board ; 

(c) any other person over the age of 16 (whether or not 
at work) who after paying the charge (whether for himself 
or his wife or children under 16) will be left without 
enough to meet need as assessed by the Board. 


The prescription charge receipt (Form E.C.57) is being 
revised to provide fuller information about the circum- 
stances that are taken into account by the National 
Assistance Board. 


ANAESTHETISTS’ DOMICILIARY 
CONSULTATION FEES 


Anaesthetists will now be paid a fee of £2 2s. for using their 
own portable general anaesthetic apparatus at domiciliary 
consultations. This is in line with the fee for a doctor 
using his own electrocardiograph or x-ray apparatus. The 
apparatus must be capable “ of producing and maintaining 
general surgical anaesthesia,” and when.a fee is paid for 
its use the anaesthetist “ shall not be entitled to free replace- 
ment of any consumable drugs provided in the course of 
the domiciliary visit.” 


‘te 


4 | 
Is 
d 
c 
r 
n 
n 

i 
1] 
S 
2 


132 Aprit 8, 1961 


HOSPITAL LOCUMS 


SUPPLEMENT To THE 
MEDICAL JOURNAL 


RETROSPECTIVE PAYMENTS FOR 
HOSPITAL LOCUMS 


The Ministry of Health has sent a circular to hospital 
authorities setting out the arrangements for distributing 
the retrospective payments due to doctors and dentists 
who did hospital locum service for any period from 
March 1, 1957, to December 31, 1959. £250,000 was 
set aside for this purpose from the £9m. recommended 
by the Royal Commission for retrospective payments to 
hospital medical staff. 

The payments to be made to doctors who were 
employed and paid as locums in accordance with 
Section 7 of the Terms and Conditions of Service during 
the retrospective period are to be calculated as a 
percentage of the gross payments made to them in 
respect of their locum service. The percentage to be 
applied for this purpose is 7.195, and will be the same 
for all grades and for each of the four financial years 
or part of financial years involved. 


PUBLIC HEALTH REMUNERATION 


At its meeting on March 29, the Staff Side of Committee C 
of the Medical Whitley Council appointed a subcommittee 
to revise the claim for public health medical officers 
which was submitted to the Management Side in September, 
1960, and was subsequently withdrawn. The claim was 
based upon the recommendations for hospital doctors made 
by the Royal Commission on Doctors’ and Dentists’ 
Remuneration. The subcommittee has been asked to review 
the claim in the light of the report of the Joint Working 
Party on Medical Staffing Structure in the Hospital Service 
(the Platt report) and having regard to the current salary 
scales in the public health service as laid down in M.D. 
Circular No. 44 and to observations which have been made 
by public health medical officers. 


WAS IT A DRUG? 
SAXIN FOR OBESITY 


At a recent prescribing appeal the referees decided that 
“saxin” tablets were not a drug which the executive 
council was bound to provide under the National Health 
Service. 

A doctor prescribed 500 saxin tablets for a patient 
suffering from chronic obesity with hypertension and 
bronchitis. The executive council referred to the local 
medical committee the question whether this was a drug 
which it was bound to provide. The local medical 
committee decided it was not, and the doctor appealed 
to the referees. 

At the appeal the doctor admitted that he did not 
prescribe the saxin as a drug, but claimed to have been 
unjustly treated because he had telephoned the executive 
council to inquire whether he could prescribe it and was 
told by someone that he could. The referees said they 
were not concerned with the justice of the matter. The 
only question referred to them was whether the saxin 
was a drug which the executive council was bound to 
provide. They decided that it was not. 


Complan in Carcinoma of Oesophagus 
Another case before the referees was one in which a 
doctor prescribed “complan” for a patient dying from 
carcinoma of the oesophagus. The local medical com- 


mittee, on a reference from the executive council, 
decided it was not a drug. At the appeal, the doctor 
said that the patient was aged 86, and was dying a 
most painful death. He could swallow only liquid 
food, and the only one he could tolerate was complan. 
The purpose of the prescription was to make the 
patient’s last days more tolerable. 

The referees stated that it had been held by other 
referees that, in such circumstances, things like com- 
plan, though not logically drugs, ought to be provided 
by the executive council when prescribed to ease a 
patient’s death. The doctors among the referees in this 
appeal, however, thought that complan could not 
under any circumstances be regarded as a drug. The 
referees decided that complan in this case was not 
a drug which the executive council was bound to 
provide. 


Correspondence 


Because of heavy pressure on our space, correspondents are 
asked to keep their letters short. 


Hospital Medical Staffing 


Sir,—The report of the joint working party on Medical 
Staffing Structure in the Hospital Service (Supplement, 
March 25, p. 99) recommends (p. 49): “The staffing 
structure must be based upon consultants as being the only 
doctors in the hospital service who should take full personal 
responsibility for patients and the medical work required 
for them.” On page 46 it says: “ We visualize that general 
practitioners will continue to be employed at cottage 
hospitals in which they maintain responsibility for their 
own cases with advice available from consultants visiting 
regularly.” As cottage hospitals are within the hospital 
service these statements are somewhat contradictory. 

May one ask: Are all patients in general-practitioner 
hospitals to be visited by consultants regularly? If not, 
are consultants to take “full personal responsibility” for 
patients they do not see ?—I am, etc., 

London S.W.1. _ J. H. Hunt. 

Sir,—I wonder would I be speaking for the majority of 
senior registrars if I were to repudiate absolutely the grade 
of medical assistant suggested by the joint working party 
on hospital staffing (March 25, p. 99)? One finds it hard 
to imagine the type of mentality that would push highly 
qualified specialists, who are already doing consultant work 
in all but name (and pay), into a grade which has in the past 
been reserved for people with some knowledge of medicine 
but no proper qualifications. Does the working party really 
believe that anyone would remain in the hospital services, 
condemned for ever to the indignity of being a “ medical 
assistant,” as long as any other jobs in the whole field of 
medicine remained open? I very much doubt it.—I am, etc., 


Farnham Common, Bucks. RoBIN BuRKITT. 

Sir,—One is heartened to learn of the Platt Committee 
(March 25, p. 99) and its work for the ultimate good of 
the profession, late though some might consider this work 
to be. I was particularly interested to note paragraph 47, 
in which is stated: “A consultant’s duties should be precisely 
stated in his contract.” 

I had occasion to conduct some correspondence on the 
point about definition of contractual obligations with regard 
to hospital junior medical staff with the Ministry in 1959. 
After four and a half months I received a reply to my 
original letter in which it was said by the principal secretary 
of Whitley Council: “ The Minister is not satisfied that it 
is practical to define the terms of the precise duties of junior 
hospital medical staff.” 
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While one is sympathetic with the difficulties that beset 
administrators, especially in this particular matter, it is not 
easy to see how less impossible it will be precisely to define 
consultant responsibilities. Despite the unwelcome possibili- 
ties of trade unionism encroaching on our hallowed precincts 
it might perhaps be advisable to define at least some concrete 
“ off-duty ” legislation for junior staff, utilizing the imperative 
and not the conditional tense, in order that the diminishing 
numbers of entrants to the junior ranks may not feel too 
fatigued adequately to perform their duties, however they 
may ultimately be defined.—I am, etc., 


London W.1. BRYAN BROOM. 


Retrospective Payments for Hospital Medical Staff 


Sir,—Your leading article (March 25, p. 885) is a shocker. 
The first paragraph introduces “consultants in different 
grades” and thus rewrites the terms and conditions of 
service, the Royal Commission’s report, and the working 
party’s distribution scheme. In this way a pathetic attempt 
is made to justify the payments to consultants. The second 
paragraph correctly states that the R.B. approved the 
scheme. What is not stated is that the scheme we accepted 
was not used to calculate the payments to consultants. 
The article insists that the details of the scheme are 
“ puzzling ” because everyone was treated with “ scrupulous 
fairness.” This is not true. Simple arithmetic reveals that 
senior consultants without award are subsidizing the entire 
consultant field, including holders of merit awards. 

Thefe is no mention of the effects of dilution, nor of the 
ignorant manipulation of figures and percentages (in the 
scheme that was introduced), that enabled holders of A and 
B awards to take from the pool an additional sum of 
approximately £400,000. 

Perhaps, in the very near future, we can be given the 
simple truth. The situation inevitably must appear to be 
“intricate,” “puzzling,” “ mystifying,” and “awkward” 
whenever a serious attempt is made to make shoddy things 
look respectable. The money should be redistributed in 


accordance with che rules of the scheme the profession 


accepted last September.—I am, etc., 
Hull. K. W. BEETHAM. 


** The distribution scheme for retrospective payments to 
hospital medical staff devised by the joint working party and 
approved by the Representative Body has 
followed in calculating the payments.—Eb., 


Sir,—Sed quis custodiet ipsos custodes? The truth of 
the back-pay anomalies, as it must appear, is bitterly 
resented by thousands of consultants. The payments are 
being made according to a plan devised by the Ministry 
of Health and representatives of the hospital service and 
accepted by the profession. It is hard to believe that this 
present piling Ossa on Pelion could have been agreed by 
non-merit-award holders. The time has come to realize 
that it would be in the best interest of patients, hospital 
medical staff, and general practitioners alike to drop this 
dangerous idea of complete anonymity of merit award 
holders and insist on having information available, restricted 
to the medical profession, through executive councils and 
group medical committees, on the identity of award holders 
and the class and date of their award. Then, and only then, 
can it be manifest that the interests of the whole hospital 
service will be protected by those elected to do that work. 
—I am, etc., 

Rochester. G. H. Stuart. 


Value of G.P. Hospitals 


Sir,—The Surrey Local Medical Committee recently 
discussed the potential value of health centres. It was 
decided that in the county of Surrey their present and future 
use was strictly limited, but a counter-proposal, that there 
might perhaps be a case for the establishment of new general- 
practitioner hospitals, was received with favour, and as a 


result I was asked by the committee to furnish a 
memorandum on the subject. 

My inquiries so far have shown that, with one exception, 
all the general practitioners who have access to these 
hospitals are enthusiastically in favour of them. Coincident 
with these inquiries, however, rumours have been filtering 
through that plans are afoot among those who control the 
National Health Service for the doing away of these 
hospitals. Or, if not for their closing, for their annexing by 
the “parent” hospital of the group—as, for instance, by 
using the beds for preconvalescence by cases coming from 
the parent hospital. 

It may well be that only those who work in these hospitals 
appreciate their full value. They were set up mainly at the 
turn of the century or during the 1930’s by the generous 
enthusiasm of the local people that they might enjoy the 
benefits of hospital treatment close to their homes, with the 
least formality, attended still by their own doctors, yet, 
where necessary, operated upon or examined by visiting 
consultants. I hope soon to be able to demonstrate that there 
is a hard core of conditions for the treatment of which these 
small hospitals are ideally suitable, and at the same time 
to reveal to those still unfamiliar with their working the 
many ways in which the G.P. hospitals are beneficial to the 
local population and of value to the local general practi- 
tioners. It is my opinion that the G.P. hospital, far from 
being an anachronism, is already proving itself to be a 
worthy member of the hospital service, and that the establish- 
ment of new hospitals of this type in suitable built-up areas 


may turn out to be the greatest stimulus to general practice © 


that has yet been conceived. 

In order to make the projected memorandum as compre- 
hensive as possible, the help, criticism, and suggestions of 
all those interested in the promotion of good general practice 
would be greatly appreciated, and I would be most grateful 
to receive the views of the profession, administrators, 
patients, and patients’ relatives on the subject—all of which 
would, of course, be treated with strict confidence. I would 
be particularly glad of information on the history of G.P. 
hospitals and on their present-day staffing and the type of 
work now carried out in them.—I am, etc., 


36 Hersham Road, R. M. Emrys-RosBerTs. 


Walton-on-Thames. 


Health Service Charges 


Sir,—Perhaps if Dr. N. P. Bruce (March 18, p. 97) would 
care to follow my method of dealing with the stamp problem 
we tax-gathering dispensing doctors have, it might help his 
monthly dehydration. I purchase £1, 10s., and 5s. stamps to 
the required amount, working to the nearest 5s. This usually 
leaves 2s. or 3s. in the kitty at the end of each month, but 
this levels itself out the next month. Now that we have to 
work in multiples of 2 I shall send the sheets in to the nearest 
10s. So far, I have had no complaints from the executive 
council.—I am, etc., 


Docking, Norfolk. J. M. Davipson. 


National Service Medica! Officers’ Pay 


Sir,—Dr. Michael Allen (March 11, p. 86) is to be 
congratulated on the sentiments he expressed so clearly. 
Surely it is Dr. Michael G. Kielty (March 25, p. 114) who 
is befogging the issue by comparing our pay as National 
Service doctors with the pay in the National Health Service. 
It is surely much fairer to compare our pay with that 
obtained by other people doing their National Service. Of 
course, by such standards we do extremely well at present. 
There are many men who, having trained nearly as long 
as we have, can, at best, achieve only the lowest com- 
missioned rank. Even then their experiences will usually 
be of little help in their future careers. It is rather depressing 
that those most favoured by the National Service regula- 
tions should be so vociferous in their complaints.—I am, 
etc., 


Southampton. H. J. LI®BESCHUETZ. 
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Association Notices 


Diary of Central Meetings 
APRIL 


10 Mon. Joint Committee on Medical Evidence in Courts 
of Law, 11 a.m. 

10 Mon. S.H.M.O. Group Executive Committee, 2 p.m. 

11 Tues, Psychological Medicine Group Committee, 2 p.m. 

12 Wed. H.J.S. Group Executive Committee, 11 a.m. 

12 Wed. ubcommittee, G.M.S. Committee, 

a.m, 
12 Wed. Training Subcommittee, Occupational Health 
Committee, 2 p.m. 

14 Fri. Science Committee, 2 p.m. 

18 Tues. Health Education Subcommittee, Public Health 
Committee, 10.30 a.m. 

19 Wed. Amending Acts Committee, 2 -p.m. 

19 Wed. Tuberculosis and Diseases of the Chest Group 
Committee, 2 p.m. 

. G.M.S. Committee, 10.30 a.m. 

20 Thurs. Central Consultants and Specialists Committee, 
special meeting, 2 p.m. 

20 Thurs, International Relations Committee, 2 p.m. 

21 Fri. Infants’ Preparations Panel, 11 a.m. 

21° ‘Fri Overseas Committee, 2 p.m. 

24 Mon. Joint Consultants Committee, special meeting, 


2.30 p.m. 
26 Wed Private Practice Committee, 2 p.m. 
28 Venereologists Group, 2 p.m. 
May 


4 Thurs. Committee of Management, Annual Clinical 
Newport, 2 p.m. 

11 Thurs Co msultants and Specialists Committee, 

30 a.m. 

18 Thurs. G.MS. Committee, 10.30 a.m. 

18 Thurs. Nicholson-Lailey Committee, 2 p.m. 

25 Thurs. Joint Formulary Committee of B.M.A. and 
Pharmaceutical Society, 11 a.m. 


JUNE 


3 Sat. Junior Members’ Forum, 10.30 a.m. 
15 Thurs. Annual Conference of Representatives of Local 
Medical Committees, 10 a.m. 


JULY 


17 Mon. es Meeting (at Sheffield), 
18 Tues. Council (at Sheffield), 9 a.m. 

18 Tues. Sa Meeting (at Sheffield), 
19 Wed. Meeting (at Sheffield), 
20 Thurs. Meeting (at Sheffield), 


20 Thurs. Couneil (at Sheffield) (at conclusion of A.R.M.). 
20 Thurs. Adjourned Annual meral Meeting and Walter 
eye Horne Memorial Lecture (at Sheffield), 

15 p.m. 


Thursday, April 20: Executive Committee of British Supportin 
Group for the World Medical Association, 4 p.m, Ann 
General Meeting of British Supporting Group of WM... 5 p.m. 


Branch and Division Meetings to be Held 


Honorary Secretaries of Branches and Divisions are asked 
to send notices of meetings to the Editor at ‘east 14 days 
before they are to be held. 


BURTON-ON-TRENT Division.—At the Stanhope Arms, Bretby, 
Tuesday, April 11, 7.45 p.m., dinner, followed by lecture by Dr. 
B. M. Laurance. 

CroypDon Division.—At Elgin Court Hotel, Elgin Road, 
Addiscombe, Thursday, April 13, joint meeting with Croydon 
Section, B.D.A., 7.15 for 7.30 p.m., dinner; 8.15 for 8.30 p.m., 
Dr. Keith Simpson: “ Reconstruction Problems in Crime.” 

DarLinGTON Division.—At Darlington Memorial Hospital, 
Thursday, April 13, clinical meeting. 

Dewsbury Division.—At Genera Friday, 
April 14, 8.30 p.m., clinical meeting; 9.30 p.m., A.G.M. 

DONCASTER DIVISION AND DONCASTER MEDICAL SocieTy.—At 
Danum Hotel, Doncaster, Thursday, April 13, 7 for 7.30 p.m., 
annual dinner and dance. 

DUNBARTONSHIRE Division.—At B.M.A. Glasgow Regional 
Office, 9 Lynedoch Crescent, Glasgow, Thursday, April 13, 8.30 
p.m., B.M.A, Lecture by Dr. Henry Proctor: ‘ Major Injuries.” 

East SOMERSET Division.—Saturday, April 15: (i) At the 


Crown, 7.30 p.m., general meeting. (2) At Red Lion Hotel, Wells, 
7.45 for 8 p.m., annual dinner. Guest of honour, Professor H. J. 
Drew Smythe: “ Obstetric Snags.’ Ladies are invited. 


GLOUCESTERSHIRE BRANCH.—At Wheatstone Lecture Hall, 
Brunswick Road, Gloucester, Thursday, April 13, 6.15 p.m., 
address by Mr. P. D. Trevor-Roper: “ Influence of Eye Disease 
on the Artist” (illustrated). Dinner will follow at the Cadena 
sae eae Street, Gloucester. Ladies and other guests are 
invited. 

HasTinGs Division.—At Bexhill Hospital, Tuesday, April 11, 
8.15 p.m., clinical ya 

HerReEFORD Division.—At Physiotherapy Department, County 
Hospital, Hereford, Sunday, April 9, 11 a.m., meeting. 

HUDDERSFIELD Division.—At Out-patient Hall, Huddersfield 
Royal Infirmary, Thursday, April 13, 8.15 p.m., B.M.A. Lecture 
by Sir Basil Henriques: “ Medical Aspects in the Prevention of 
Juvenile Crime.” 

IsLe OF Man BrancH.—At Ballamona Hospital, Isle of Man, 
Sunday, April 16, 3 p.m., B.M.A. Lecture by Sir Derrick Dunlop: 
Changing Fashions in Therapeutics.” 

LANCASTER Diviston.—At Royal Lancaster infirmary, Satur- 
day, April 15, 8 p.m., B.M.A. Lecture by Dr. R. W. Fairbrother : 
“Twenty Years of Antibiotics.” 

MARYLEBONE Division.—At Medical Society of London, Thurs- 
day, April 13, 7.45 pm., social meeting. Mr. Robert Fabian: 
“* Behind the Scenes at Scotland Yard.” Ladies are invited. 

NortH Drivision.—At Palace Suite, Alexandra 
Palace, London N., Thursday, April 13, 8 p.m., buffet dance. 

NorrinGHAM Drvision.—At Out-patient Department, Notting- 
ham City Hospital, Wednesday, April 12, 8.15 for 8.30 p.m., 
clinical meeting. ‘ 

ReicaTe Diviston.—At Reigate Hill Hotel, Tuesday, April 11, 
8.30 p.m., discussion to be introduced by Dr. D. M. Kellett 
Carding: ‘* Dangers of Single-handed Practice.” 

Sr. Pancras Diviston.—At Horse Shoe Hotel, Tottenham Court 
Road, London W., Thursday, April 13, 7.30 for 8 p.m., dinner 
meeting. 9 p.m., talk by Dr. Peter Swann: “Latter-day 
Radiology.” embers of neighbouring Divisions and their ladies 
are invited. 

SouTH WALES AND MONMOUTHSHIRE BRANCH.—At New Single- 
ton Hospital, Thursday, April 13, 2.30 for 3 p.m., clinical meeting, 
jointly with Swansea Division. f 

STRATFORD Diviston.—At Board Room, Queen Mary’s Hos- 

ital, Stratford, Tuesday, April 11, 8.45 p.m., Mr. W. O. J. 

obinson: ‘Legal Status of a General Practitioner in the 
National Health Service vis-a-vis the State.” : 

Swansea Division.—At New Singleton Hospital, Thursday, 
April 13, 2.30 for 3 p.m., clinical meeting, jointly with the South 
ales and Monmouthshire Branch. F 

TunsripGe WELLS Division.—At Kent and Sussex Hospital, 
Tuesday, April 11, 8.30 p.m., clinical meeting. (Informal dinner 
at Pantiles Grill, 6.45 for 7 p.m.) ; 

Tuesday, April 11, 8.30 p.m., symposium: “ Hypertension.” Dr. 
P. B. S. Fowler and Dr. C. Foster Cooper will discuss the clinical 
aspects of hypertension and its treatment. 


A general meeting of the Sheffield Regional S.H.M.O.’s Group 
will be held at 64 St. James’s Street, Nottingham, on Saturday, 
April 15, at 2.30 p.m. 


Branch and Division Officers Elected 


CUMBERLAND Division.—Chairman, Mr. R. M. Hill. Chair- 
man-elect and Vice-chairman, Dr. R. N. R. Grant. Honorary 
Secretary and Treasurer, Dr. T, Gardner. Assistant Honorary 
Secretary, Dr. A. W. Rattrie. ; 

DunBARTONSHIRE Division.—Chairman, Dr. C. S. Garrett. 
Chairman-elect and Vice-chairman, Major-General J. M. Macfie. 
Joint Honorary Secretaries, Dr. J. W. Cook, Dr. A. A. Clark. 
Honorary Treasurer, Dr, J. W. Cook. ; 

MIDLAND BRANCH.—President, Dr. A. C. Houghton. President- 
elect, Dr. R. E. Smith. Honorary Secretaries, Mr. A. Gourevitch, 
Dr. E. I. Garratt. Honorary Treasurer, Dr. Mary B. Stone. 

NortH SHore Drivision.—President, Dr. Arthur Coombes. 
Honorary Secretary, Dr. G. D. D e. 

OTaco Dr. E. F. Burton. Honorary 
Secretary, Mr. J. Heslop. : 

Outen IsLANDS Drvision.—Chairman, Dr. A. Macleod. Vice- 
chairman, Dr D. MacAskill. Honorary Secretary, Dr. I. K. 
McIntosh. 

SOUTH Dr. K. J. Talbot. 
Honorary Secretary, Dr. A. R. Burnet. 

Sore’ MippLesex Divistion.—Chairman, Dr. W. A. de C. 
Shearman. Vice-chairman, Dr. W. Morgan Evans. Honorary 
Secretary, Dr. R. Smith. Honorary Treasurer, Dr. ec. a. 

oodroffe. 

WELLINGTON Drvision.—Chairman, Dr. R. A. Elliott. Honor- 
ary Secretary, Dr, P. C. Skinner. 


Correction.—In the report of the Psychological Medicine Group 
Annual Conference (Supplement, March 25, p. 106), a figure 
mentioned by Dr. D. H. Clark was wrongly recorded. What he 
said was that at Cambridge “‘ they would be able to keep along 
with about 0.35% [of their patients] in the hospital under long- 
term detention.” 


